ABSTRACT Patients referred for assessment of severe chronic airflow obstruction over a three-year period were reviewed, and when all smokers and ex-smokers, those with asthma, chronic bronchitis, emphysema, and other specific pulmonary diagnoses were excluded 10 patients remained. Their clinical, lung function, and bronchographic features were consistent with obliterative bronchiolitis. Nine were women, five had rheumatoid arthritis, and five had survived for more than 10 years after first symptoms. Obliterative bronchiolitis has not previously been considered as a cause of chronic airflow obstruction but the distinctive features suggest that it is a true disease entity.
There are several well-recognised causes of chronic airflow obstruction, notably cigarette smoking, asthma, chronic bronchitis, and emphysema. However, some patients do not fit into any of these categories and the nature of their disorder remains mysterious. We set out to define such patients (by exclusion of all other recognised causes of chronic airflow obstruction) to see if they had common characteristics. Ten such patients were identified among those referred for assessment of chronic airflow obstruction over a period of three years. These 10 patients have similarities of clinical history, radiology, and lung function tests which lead us to conclude that they have obliterative bronchiolitis. Recently Geddes et all described a rapidly progressive form of obliterative bronchiolitis occurring in six patients with collagen vascular disorders, and eight similar cases have since been described. [2] [3] [4] [5] [6] However this condition has not previously been considered as a cause of chronic airflow obstruction in adults,7 although it is recognised to occur after infection in children8 and in adults,9 10 after exposure to toxic fumes" 12 Figure 3 shows the difference between TLC and VA which has been used as a measure ofgas trappingl 7 and reflects impaired gas mixing in the lungs. In normal subjects this difference is less than 0 5 litres, but all of the patients with obliterative bronchiolitis had increased trapped gas volumes. Raw was increased in all subjects. The pattern of lung function abnormality differed from a group of smokers who developed a comparable degree of airflow obstruction (matched for Raw) without mucus hypersecretion or emphysema.
The latter groups had smaller FVC, lower FEVy/ FVC%, higher VA, lower trapped gas volumes, and lower Kco (unpublished observations). Such functional differences suggest that the pathology might also differ.
The marked reduction of FVC is compatible with the hypothesis that in this group vital capacity reflects the degree of medium and small airways closure.22 Such a mechanism might explain the reduced FVC found in chronic airflow obstruction resulting from other causes, and indeed it may be that in patients with airflow obstruction but normal Kco the FVC is a useful measure of the degree of impairment of smaller airways.
Obliterative Obliterative bronchiolitis is not diagnosed often, perhaps because of the frequent uncritical use of the term "chronic obstructive airways/lung/pulmonary disease". All of these patients had less specific diagnoses made previously by experienced chest physicians. Although the condition appears to be unusual it may be less rare than suggested by the previous literature. Other cases may occur in those with less severe airflow obstruction and among smokers.
The diagnosis of obliterative bronchiolitis has been based on the finding of chronic airflow obstruction in non-smokers in the absence of evidence of asthma, chronic bronchitis, or emphysema. The 
